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ABSTRACT
This study examines the relationship between patient
information seeking style, patient anxiety level, health
locus of control, and information retention. Participants
in the study were recruited from the practice of a team of
vascular surgeons who have offices in Bethlehem and Easton,
PA. The "treatment" group (n=18) viewed an educational
video concerning their medical problem. The comparison
group (n=35) did not view a video. As expected, regression
analysis found that information seeking style and whether or
not patients had seen the video were the best predictors of
information retention. Not supported was the hypothesis
that high information seekers who saw the video and low
information seekers who did not see the video would show
lower levels of anxiety. The data also revealed some
interesting, unexpected relationships which bear further
investigation.
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INTRODUCTION
Increasingly physicians are expected, both legally and
ethically, to provide their patients with information
regarding the patient's medical condition and medical
treatments and procedures. Consequently, doctors must
decide how best to provide this information. Doctors will
consider how much information and what kind of information
is in the patient's best interests. Medical textbooks
advise that physicians should consider their patients'
educational background, age, prognosis and other
characteristics when making these decisions (Petersdorf et
al., 1983). However, it has been noted that physicians tend
to withhold information or even lie to patients, not
realizing that patients do desire complete and correct
information regarding their medical problems (Davis, 1963;
Faden et al., 1981; Roth, 1963; Waitzken, 1984a).
Another important consideration for physicians is the
cost of providing information in terms of time and office
resources. It is this consideration which will have the
physician weigh the benefits and liabilities of various
methods of providing information. Typical methods of
dissemination include pamphlets and brochures, discussion by
the physician or a nurse, and more recently, the use of
videotape presentations. This study focuses on the latter
method.
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A literature review of the efficacy of videotape
inpatient education showed videotapes to be an attractive
alternative in that they offer the following benefits
(Gagliano, 1988):
1. The method is practical in that there is a modest
initial investment.
2. It is possible to provide a video that is tailored
to a given population.
3. There is an assured standard level of teaching and
a consistent core of information that is not
sUbject to the varying abilities of different
educators.
4. Information can be repeated allowing viewers to
learn at their own pace.
5. The method can be used with individuals or groups.
6. The method does not rely upon literacy as even the
illiterate can learn via videotape.
Given that a video format is an alternative in patient
education programs, and is increasingly being included in
such programs, it is of interest to study the effectiveness
of such a format in an applied setting. This study explores
the effectiveness (as measured by information retention) of
one such video program. Do patients remember the
information that is presented? How do individual
differences relate to the amount of information that the
patient will retain? Is there a relationship between
3
exposure to information and a change in patients' level of
anxiety?
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LITERATURE REVIEW
While physicians are required to advise patients of the
associated risks of medical treatments and procedures, there
are other reasons for educating patients. Field research
has indicated that preparatory information which contains
forewarning combined with realistic reassurances can serve
as "stress inoculation" to increase patients' adherence to
difficult decisions (Girodo, 1977; Janis, 1958; Janis &
Mann, 1977; Meichenbaum, 1977).
The principle of stress inoculation is that accurate
preparatory information about an impending treatment gives a
person the opportunity to anticipate the treatment, to start
working through anxiety, and to make plans that may enable
him or her to cope more satisfactorily (Janis, 1971). The
patient also can use the information to gain a sense of
control over the threatening aspects of the medical
treatment.
Several studies attest to the benefits of stress
inoculation information and show correlationally that
patients who receive information about troublesome
consequences beforehand are less likely than those given
little information to overreact to setbacks during the post-
operative period (Egbert et al., 1964; Johnson, 1966;
Schmidt, 1966; Schmitt & Wooldridge, 1973; Vernon & Bigelow,
1974). In these studies patients who were given
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preoperative information about the risks and stresses of
surgery and ways of coping with those stresses showed less
postoperative distress and sometimes better recovery from
surgery. Johnson and Levanthal (1974) showed similar
positive effects of information on patients who had to
swallow tubes during a medical procedure.
Overall, the evidence indicates that surgical patients
who receive preparatory information have a better idea of
what to expect, experience less anxiety, have fewer
postsurgical complications, and therefore, can be discharged
earlier from the hospital. One review analyzed 49
controlled studies of preoperative education in terms of
their effects on length of stay, and found that preoperative
education reduces length of stay by 1.06 - 1.33 days
(Mumford et aI" 1982).
Given these findings it is tempting to simply conclude
~
that all patients would benefit from a formal and thorough
patient education program. However, research has suggested
that individual differences be considered when determining
the potential benefits of a patient education program or
method. For example, Shaw et al. (1986) suggests an
interaction between patient education and the patient's
coping style may be important in determining which patients
may actually be at risk for adverse outcomes following their
medical treatment. Cardiac patients who were inclined to be
high information seekers but were given little information,
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and patients who tended to repress or blunt information but
were given much information, had a higher number of heart
monitor alarms and were rated as less cooperative by the
hospital staff.
Miller, Brody & Summerton (1988) explored individual
differences in health-seeking behaviors and compared those
who typically scan for threat-relevant information (high
~
monitors) with those who typically ignore threat-relevant
information (low monitors). In their research and in
research done by others it has been shown that how well
individuals cope is, in part, determined by their
dispositional styles and by the fit of their preferred
strategies to the specific properties of the situation
(Efran, Chorney, Ascher, & Lukens, 1981; Gard & Edwards,
,
1986; Lamping, Molinaro, & Stevenson, 1985; Miller, 1979b,
1987; Miller & Mangen, 1983; Phipps & Zinn, 1986; Steptoe &
O'Sullivan, 1986; Watkins, Weaver, & Odegaard, 1986). This
would seem to suggest that when evaluating a patient
education method one should examine individual differences
in information seeking style and other patient
characteristics.
Besides information seeking style, research indicates
that a person's locus of control [whether a person believes
he or she is able to influence his or her life (internal
locus of control) or whether he or she sees it as being
controlled by such external factors as fate] may be
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significant in determining the success or failure of an
education program (Lowery & Ducette, 1976). Those people
who believe that they have control over reinforcement
relative to their behavior (an internal locus of control)
are found to be more likely to engage in information
seeking. Those who have an external locus of control will
tend to deflect or blunt the information that is available.
Anxiety level has been previously discussed as a
dependent variable in patient education research. However,
it has also been observed as an independent variable. It
has been reported that high levels of anxiety can inhibit
information processing and cause new or complex information
to be viewed as threatening (Andrew, 1970).
Specific person characteristics have also been shown to
influence patients' approaches to information. Older adults
are less likely to actively seek information (Booth, 1972;
Schaninger, 1981). Women are generally considered to engage
in more extensive information seeking (Hughes, 1983;
Hibbard, 1983). In addition, persons with higher
socioeconomic status are shown to seek information more
extensively (Midgley, 1983; Hibbard, 1983).
This thesis will investigate the relationship between
patient differences on the variables of anxiety, health
locus of control, and information seeking style on the
effectiveness of a patient education videotape (as measured
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by information retention). Specifically, the following
hypotheses will be tested:
1. As research by Shaw et ale (1986) and Miller,
Brody and Summerton (1988) suggests, it is
expected that the most important variable in
predicting information retention will be the
patient's information seeking style. High
information seeking is expected to be associated
with higher information retention. other factors
which are expected to be influential are the
patient's level of anxiety and health locus of
control. Patients who have a lower level of
anxiety would be expected to retain more infor-
mation. Patients who have a more internal
locus of control would also be expected to retain
more information.
2. Based on the research of Shaw et ale (1986) it is
expected that those patients whose information
seeking style "matches" the amount of information
they receive will have lower levels of anxiety.
That is, monitors who see the video and blunters
who do not see the video will be expected to score
lowest on the posttest of anxiety.
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DESIGN
T~is study employs a quasi-experimental nonequivalent
control group design with a pretest and posttest of anxiety.
This design is graphically portrayed in Figure 1. The
advantage of such a design is that it includes pretest
information about the existing group base-line anxiety
levels, and it provides a comparison group. The inclusion
of a comparison group and a pretest makes it possible to
rule out history, maturation and testing effects as threats
to internal validity.
METHODS
SUbjects Subjects were 53 patients (25 males, 28
females) referred by a team of vascular surgeons whose
offices are located in Bethlehem and Easton, PA.
Procedure Patients were referred as eligible for the
study if their intake information (at the time they made a
first appointment) indicated a preliminary diagnosis in one
of the following categories: carotid artery disease, aorto-
iliac disease, aortal aneurysm, or lower extremity problems.
These disease categories were chosen because, for each of
the categories, there is a corresponding educational
videotape available. To protect the sUbjects' anonymity, an
identification number was assigned. Personnel at the
physicians' offices made available a sUbject file which
furnished background information such as the patient's age,
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gender, level of education, occupation, and medical history.
When the patient arrived for his or her appointment, an
interviewer approached the patient and explained the study
before asking for the patient's signed consent to
participate in the study. Having gained such consent, the
interviewer asked the sUbject to complete a questionnaire
(Packet A) which assessed the following:
1. Additional background information. Patients
were asked why they were seeing the doctor, how they
would rate their overall health status, and
in what format they would prefer to be given
information concerning their medical problem.
2. Information seeking style.
3. Level of anxiety.
4. Health locus of control.
SUbsequently, the patient was seen by one of three
physicians. In the Bethlehem office the patients viewed an
educational video concerning their particular medical
problem. The Easton office does not have video equipment
and therefore, patients who were seen at that office made up
the study's comparison group. After patients completed
their visit with the physician and viewed the video (if part
of the treatment group) they were asked to complete another
questionnaire (Packet B). This questionnaire assessed:
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1. Information retention.
2. Level of anxiety.
3. Level of satisfaction with the information
they received.
Having completed Packet B, the patients were given the
correct answers to the information retention measure items
so as to avoid any confusion on their part.
MEASURES
Information Retention:
The information retention measure was developed for
this study using items which reflect the information
presented in the educational video. Items were presented in
a mUltiple choice format which seems to be the format which
is least anxiety provoking for people who may not be
accustomed to testing situations. Since there were four
videos utilized in the program (one for each corresponding
diagnostic category), an information retention measure was
designed for each of the corresponding videos. While the
items included on each measure were similar, the items were
worded so as to reflect the videos terminology and be
disease specific in relation to the patient's particular
medical problem.
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Information Seeking Style:
The Miller Behavioral Style Scale (Miller, Brody &
Summerton, 1988) was designed to identify information
seekers (high monitors)jinformation avoiders (low monitors).
This scale asks the individual to imagine four stress
evoking scenes. Each scene is followed by eight statements
that represent different ways of dealing with the situation.
The total monitoring score is derived by summing the number
of monitoring options endorsed across the four situations
with a higher score equalling more monitoring.
The Krantz Health Opinion Survey (Krantz et al., 1980)
was designed to measure preferences for different treatment
approaches. The Survey is composed of two independent
scales, Behavioral Involvement and Information. This study
used only the Information scale which is made up of seven
items in a dichotomous agree-disagree format keyed so that
high scores represent high information seeking style. The
individual items focus on the SUbject's questioning behavior
within a medical setting. Therefore, this measure is more
specifically an assessment of patients' information seeking
style and strategy in a medical context.
Health Locus of Control:
The Multidimensional Health Locus of Control Scale
(MHLC; Wallston et al., 1978) is comprised of three
subscales, each containing six items: internality, powerful
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others, and chance. Each item is rated on a five point
scale from Strongly Agree to Strongly Disagree. Items
include "If I take care of myself I can avoid illness", and
"Health professionals control my health". In this study,
although the 18-item version of the Health Locus of Control
Scale yielded a standardized alpha coefficient of .67, 8
items had corrected item-total correlations of 0.20 or less.
Removing these items yielded an alpha coefficient of .75
with corrected item-total correlations ranging from 0.23 to
0.58. These ten items then made up the abbreviated Health
Locus of Control scale used in this study's analyses.
Anxiety:
The state-Trait Anxiety Inventory (Spielberger et al.,
1970 consists of two scales, the State-anxiety scale and the
Trait-anxiety scale. This study employed only the State-
anxiety scale which assesses the level of the sUbject's
transitory feelings of fear or worry. The twenty scale
items are each rated on a four-point intensity scale labeled
"Not At All", "Somewhat", "Moderately So", and "Very Much
So". Respondents are asked to indicate how they feel "right
now" by blackening in the circle which surrounds the
appropriate response number. A sUbject's score is simply
the sum of the responses to the twenty items (with some of
the items needing to be reversed prior to scoring).
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DATA PREPARATION & ANALYSIS
Data were coded and entered into the computer using a
data entry program designed by a Lehigh University computer
consultant. This program tells the data entry operator the
column and variable name as data points are entered. The
program checks variable ranges as they are keyed in. An
aUditory signal informs the operator if a value is out of
range. To avoid in-range errors, all data is entered twice
and run through another program which provides error
messages for mismatches. After the errors are corrected
using a standard text editor, the program deletes one of the
two files. Prior to the beginning of data analysis,
frequencies and descriptive statistics were run using SPSS-X
to further check for errors.
Because sUbjects were not randomly assigned to groups,
it was necessary to look at possible pre-existing
differences in the groups which could confound the findings.
MUltiple regression was used to test the hypothesis
that information seeking style is the best predictor of
information retention. Information seeking style, level of
pretest anxiety, and health locus of control were entered in
a stepwise fashion.
The second hypothesis of interest in this study is that
high information seekers who see the video and low
information seekers who do not see the video should show the
lower levels of anxiety. In order to test for this
15
interaction effect, a two way analysis of variance was
utilized.
Finally, a matrix of correlations among all variables
was examined for unexpected relationships which bear further
investigation.
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RESULTS
Patient Profile
SUbjects ranged in age from 27 to 85 years with a mean
of 67 years and a standard deviation of 12. Not
surprisingly, since this is a predominantly older group, 33
(62.3%) said they were retired, 14 (26.4%) said they were
still working, and 6 (11.3%) did not provide information
concerning emploYment status.
Thirty-three patients (62.3%) were diagnosed as having
lower extremity disease, 15 (28.3%) as having carotid artery
disease, and 5 (9.4%) as having an aortic aneurysm. No
sUbjects were diagnosed as having aorto-iliac disease.
At the time of intake, subjects were asked to list the
medications they were taking. Only 5 were not taking any
medication. The remaining 48 patients listed a range of 1
to 11 medications, with a mean of 3.21 and a standard
deviation of 2.33.
Patients were also asked to list previous surgeries.
Nine had never undergone surgery. The remaining sUbjects
listed a range of 1 to 9 previous surgeries, with a mean of
2 and a standard deviation of 1.85.
When asked to rate their overall health status, 33
sUbjects (62.3%) rated their health as "good" and 16 (30.2%)
rated it as "fair". Only one person rated overall health as
17
being "excellent". The remaining 3 sUbjects rated it as
"poor" or "very poor".
When asked how they preferred to be given information
concerning their medical condition, 50 sUbjects chose "In a
talk with my physician". Two sUbjects preferred getting
information "In a pamphlet". One person did not answer.
Regardless of whether they viewed the video or only
received information verballY, sUbjects felt that the
information was "helpful", with-47 rating it as "very
helpful", 4 rating it as "somewhat helpful", and 2 as "a
little helpful". No one said that the information was not
helpful. Of the 18 people who did see the video, 17 said
that they would definitely recommend the video to other
patients. The remaining individual said that he would
"perhaps" recommend the video.
Of the 53 patients interviewed, 18 went on to have
surgery. These 18 patients were hospitalized between 1 and
11 days, with an average stay of 5.5 days (8.0.=3.22). Ten
of the surgeries were done at Easton Hospital, 7 at 8t.
Luke's Hospital, and 1 was done at Muhlenberg Hospital.
Group Differences
Because SUbjects were not randomly assigned to groups,
it was necessary to look at possible pre-existing
differences in the groups. using chi-square analysis, the
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control group and experimental group were examined for
possible relationships between assignment group and the
following variables: employment status, marital status, and
sUbject's rating of overall health status. No significant
relationships were found. The difference between groups on
the sUbjects' mean age was also not found to be significant
(t(51) = -1.52, P > .10).
Significant differences were found between the two
groups with regard to number of previous surgeries. The
control group reported an average of 2.6 previous surgeries
versus the experimental group who reported an average of
1.33 previous surgeries (t(51) = 2.41, P < .05). However,
when comparing the number of medications being taken, the
two groups did not differ significantly (t(51) = -1.03, P >
.30). The groups also did not differ significantly on
scores of pre-examination anxiety level or on scores of
post-examination anxiety level.
From each group, proportionately similar numbers of
patients went on to have some form of vascular surgery
performed (X2 = 1.36, df = 1, P > .20). Although there was
a difference of two days in the length of post-operative
stay, the difference was not statistically significant.
Average post-operative stay for the control group patients
was 6.1 days and the average post-operative stay for the
experimental group patients was 4 days (t(16) = 1.07, P >
.30)
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Information Retention
satisfied that the control group and experimental group
were demographically and medically similar, analysis was
undertaken to examine whether the groups performed
differently on the information retention measure. Indeed,
those who saw the video answered more questions correctly
than did those who did not see the video. out of five
questions posed, the experimental group answered an average
of 3.5 questions correctly, versus the control group who
answered an average of 2 questions correctly (t(51) = -3.6,
P < .001).
MUltiple regression analysis was used to test the
hypothesis that information seeking style would be the best
predictor of information retention. Information seeking
style, level of pre-examination anxiety, and health locus of
control were entered in a stepwise fashion, using the .05
level for inclusion. Results of the analysis, as presented
in Table 1, reveal that, indeed, information seeking style
(with higher scores representing more monitoring) is the
only predictor of information retention (R2 = .17, P < .01).
Table 2 presents regression analysis results when the
mode of information presentation (video versus verbal only,
coded as a dummy variable) was entered into the regression
equation. While information seeking style is still entering
the equation on the first step, now the variable of whether
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or not the information was presented in a video tape format
is entered into the equation on the second step (R2 = .24, P
< .01).
Anxiety
Analysis of variance was used to test the hypothesis
that high information seekers who did see the video and low
information seekers who did not see the video would show the
lower levels of post-examination anxiety. As Table 3 shows,
the analysis of variance indicated as statistically
significant neither information seeking style nor
information format main effects. Also, the hypothesis of
interest was not supported in that no statistically
significant interaction was observed (F(1,53)=0.02, p >
.10) .
other Relationships
A matrix of correlations among all variables was
examined for unexpected relationships which might bear
further investigation. Table 4 presents intercorrelations
between key variables of the study.
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Age of the patient:
Not surprisingly, age is positively correlated with the
total number of medications being taken by patients. While
there was no significant relationship between age and
information seeking style as measured by the Miller scale, a
significant negative relationship was found between age and
health information seeking style as measured by the Krantz
scale. Age was positively correlated with the ten items
comprising the abbreviated Health Locus of Control scale.
Group assignment:
Patients were assigned to groups according to which
office they attended, and sUbsequently, this determined the
format by which information would be presented. An
interesting positive relationship is noted between the
information format and the patients' scores on the Miller
scale, with those patients who were to see the video scoring
as higher information seekers. Also found to be significant
was the correlation between those who were to see the video
and a fewer number of previous surgeries. Consistent with
the regression analysis is the significant relationship
between those who saw the video and more retention of
information.
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Anxiety level:
Many significant relationships involving the patient's
anxiety level were found. As would be expected, pre-
examination anxiety and post-examination anxiety are
strongly related. Pre-examination anxiety was also
correlated with higher information seeking style and a
greater number of medications being taken at the time of
intake. Higher levels of pre-examination anxiety also were
related to longer hospital stays. Those patients who went
on to have surgery tended to have higher levels of anxiety,
both before and after the examination by the physician.
Information seeking:
Besides the relationship to age and group assignment,
higher scores on the Miller scale were also associated with
greater information retention and with shorter hospital
stays. The Krantz scores only correlated significantly with
the Miller scores.
Information retention:
The amount of information retained was, as mentioned
above, related to information format and information seeking
style. In addition, the patients who retained more
information were found to be associated with shorter
hospital stays.
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DISCUSSION
The primary purpose of this research was to examine the
relationship between patient information seeking style,
patient anxiety level, health locus of control, and
information retention. Secondly, this study assessed the
effectiveness of a videotape format in educating patients.
Generally, results were consistent with expectations.
However, as will be discussed, results did not support the
hypothesis that those patients whose information seeking
style "matches" the amount of information they receive would
have lower levels of anxiety. Also discussed below are the
interesting relationships discovered upon studying a matrix
of correlations between key variables.
Sample Characteristics
The sample consists of patients whose age ranged from
27 to 85 years, with a mean of 67 years. Since the sample
is predominantly made up of older adults who had symptoms of
vascular disease, the results from analyses may not be
generalizable to larger patient populations whose symptoms
may not fall into a disease specific category.
Patients were not asked their level of education and
because most patients were retired at the time of the study,
it was not possible to ascertain their socioeconomic status.
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This is a lack of information which should be avoided in
future studies.
Given that every sUbject but one said that they
preferred to receive information in a talk with their
physician, it is interesting that all but 6 felt that the
information given was very helpful, regardless of whether
they received the information via videotape or verbally
only. This could be due to poor question design with three
of the four possible responses being posed in a positive
format. SUbjects may have been influenced by being asked to
choose from predominantly positive responses. Of course,
since the patients who saw the video also had the
opportunity to receive information from the physician, it is
difficult to say whether their satisfaction was with the
video or with the verbal information.
One encouraging result was that, of those who had seen
the video, all but one said that they would recommend the
video to other patients. This would indicate that a
videotape format is well accepted by patients even when they
would not have chosen that format as their preferred mode of
receiving information.
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Group Differences
. Upon examining the data for possible demographic and
medical differences between groups, the only significant
difference found was that the- control group reported having
had more previous surgeries. One could interpret these
results as meaning that the control group patients were
sicker. However, the total number of medications a person
takes seems to be a better indicator of current health
status, and there was no significant difference between the
groups on this variable. Therefore, it is reasonable to
conclude that the two groups are similar on the basis of
demographic and medical status variables.
Information Retention
The fact that those patients who saw the video answered
more questions correctly than did those who only received
information verbally speaks well for the video's
effectiveness. One could argue that the physicians told the
control group only that specific information that the
physicians deemed pertinent to the patient's medical
situation. For example, if a patient was not a candidate
for surgery, the physician might not inform the patient
regarding operative procedures and risks. Therefore the
patient would not be able to answer correctly a question
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concerning these aspects. On the other hand, the consistent
and complete presentation of information via video format
would arm the same sort of patient with facts that might
motivate and/or support an important change in lifestyle,
thereby helping that patient to avoid becoming a candidate
for surgery. This same argument would apply to the
situation where a'physician who, for some reason, fails to
inform a patient concerning some important detail. This
failure could be due to many factors such as interruptions,
a too hectic schedule, or simply forgetfulness. Regardless
of the reason, a physician who employs an educational video
would insure against these lapses of information.
Originally it was hypothesized that the best predictor
of information retention would be the patient's information
seeking style (with higher information seeking predicting
higher information retention). Using regression analysis,
this hypothesis was supported.
Although research by Lowery and Ducette (1976)
indicated that a person's locus of control is significant in
determining an education program's success, the data did not
support this, in that neither locus of control nor level of
anxiety entered into the regression equation. In fact,
locus of control did not reveal itself to be a key variable
at all, even after excluding less reliable items. Perhaps
when administering the Health Locus of Control measure with
people who are, at the time, experiencing health problems,
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there is present a certain ambivalence as to how much
control one has over one's health. Many previous studies
extolling the virtues of this measure have been used with
healthier populations. As more researchers use this measure
it will be important to examine whether the sUbjects' health
status is related to changes in perceived locus of control.
Even more precisely, researchers should explore whether
acute versus chronic conditions influence locus of control.
Because information format was tied to greater
information retention, it was decided to run stepwise
regression analysis inclUding this variable. The way in
which information was presented (video versus verbally only)
did enter the equation on the second step, thereby with
information seeking style, helping to explain 24% of the
variance. This helps to promote video education formats.
These results support findings by Uzark et ale (1982) which
concluded that video programs can increase short term
knowledge. The question of whether such programs do much to
increase long term knowledge is another issue. Moldofsky et
ale (1979) found that long-term retention fell to the short
term levels seen in their control group. The issue was not
addressed by this research. Long-term knowledge is
especially important if information is geared toward
increasing patient compliance with medication or following
healthier regimens. Future studies should utilize a
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longitudinal approach in order to examine long-term effects.
Anxiety
Based on the research of Shaw et al. (1986), it was
hypothesized that high information seekers who saw the video
and low information seekers who did not see the video would
score lowest on post-examination anxiety. Analysis of
variance results did not support this hypothesis. Upon
examining the data, we found that post-examination anxiety
did not correlate significantly with information seeking
style or information format. Therefore, it is not
surprising that there was no main effect or interaction
effect found. Post-examination anxiety only correlated with
pre-examination anxiety and the number of medications being
taken at the time of intake. While anxiety did not seem to
lessen as a result of the educational program, it also was
not raised. This would support the idea that while all
patients may not necessarily benefit from such a program,
patients who desire little information seemingly will not be
harmed by involvement in a structured program. This may be
due to the ability of low information seekers to simply
"blunt" the information as documented by Miller (1987).
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Information Seeking Style
Research by Beisecker and Beisecker (1990) found older
adults less likely to be high information seekers. This
study found conflicting results depending upon which
information seeking measure was utilized. As the Krantz
scale measures patients' questioning behavior in medical
settings, this might explain why although the Miller and
Krantz scales were positively correlated with each other,
only the Krantz scale was negatively correlated with age.
As Beisecker (1988) mentions, older patients generally do
want just as much information as do- younger adults.
'However, older patients were brought up in a time when a
physician was viewed as a power figure whose authority was
unquestioned. Perhaps this has instilled in this population
a reluctance to actively question the medical professional
since it may be interpreted as a challenge to the
physician's authority. On the other hand, no significant
relationship was found between patients' age and scores on
the Miller scale. This scaLe ~easures information seeking
style over four situations. Since of these four situations,
only one could be seen as medically based, one could
conclude that the Miller score is more of a general measure
of information seeking style. Also, the Miller scale asks
sUbjects to answer according to what they would do in
hypothetical situations. These hypothetical situations
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include being taken as a hostage. Most people have not
experienced such a situation and therefore can only surmise
what actions they would take. Therefore the scores might be
reflecting an attitude or preference for information along
with informational strategies. This would support scores on
the Miller scale being related to the Krantz scores while
not necessarily being related to the patients' age since
Krantz seems to be specifically measuring informational
strategy in a medical context. As Beisecker and Beisecker
(1990) pointed out, while most patients may have a strong
desire for information, older patients may be reluctant to
engage in actively asking for that information.
Length of stay
In examining the matrix of correlations, one
relationship stands out as especially relevant to
professionals in the health field. That is, there was found
a significant relationship between those patients with
greater information retention scores and shorter hospital
stays. Since patients who saw the video had higher
retention scores, one would expect, as suggested by Mumford
et ale (1982), a significantly shorter hospital stay for
those who saw the video. However, T-test analysis found no
significant difference in post-operative stay, even though
those who saw the video stayed an average of 2 days less
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than those who did not see the video. The sUbstantially
large standard deviation probably operated in such a way as
to eliminate the effect. While not statistically
significant, the difference is consistent with that reported
in the literature and, for medical insurance purposes, is
sUfficiently meaningful to warrant reporting.
SUMMARY
While this study was only a preliminary attempt to
examine relationships between information seeking style,
patient anxiety level, health locus of control, and
information retention, it does offer support to the use of a
structured patient education program which employs
videotapes. Patients who saw the video retained more
information than did those who only received information
verbally. Although not statistically significant, the data
showed a shorter length of hospital stay for those patients
who viewed the video. Patients were very satisfied with the
video and would recommend it to other patients with similar
medical problems.
It is suggested that future studies work to develop a
framework for patient education. As the literature exists,
no integrative framework is presented. Most studies focus
on only one aspect of patient education. Some aspects have
been ignored or inadequately studied. For example,
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researchers need to examine how best to reinforce patient
learning. As demonstrated in this study, an integrative
framework should include as factors patient psychological
and demographic characteristics and the format in which
information is presented. Health care providers may differ
in their program goals depending upon the nature of their
practice. For example, a surgeon may be interested in post-
operative length of stay and absence of complications while
a family physician may be more interested in long term goals
of compliance with medication and lifestyle changes.
Clearly this is a complex matter which calls for more
complex research efforts. A well developed model would
certainly aid health professionals who seek to educate their
patients in a way which benefits patients medically and
psychologically.
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TABLE 1
MUltiple Regression Predicting Information Retention
Analysis #1
variables entered on step Number 1: Miller Scores
B
0.18
Beta
0.41
R
.17
Probability
< .01
variables not in the equation: Pre-exam anxiety
Health locus of control
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TABLE 2
MUltiple Regression Predicting Information Retention
Analysis #2
Variables entered on step Number 1 . Miller Scores.
B Beta R Probability
0.18 0.41 .17 < .01
Variables entered on Step Number 2 Miller Scores
Information Format
B Beta Probability
Miller 0.13 0.29 < .05
R =.24
Format 0.89 0.29 < .05
Variables not in the equation: Pre-exam Anxiety
Health Locus of Control
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TABLE 3
Analysis of Variance
Post-exam Anxiety by Information Format and Miller Scores
Source
Information
Format
Miller
Scores
154.67
0.004
1
1
154.67
0.004
0.78
0.00
> .10
> .10
Information Format
By
Miller Scores 3.74 1
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3.74 0.02 > .10
TABLE 4
1 2 3 4 5 6 7 8 9 10 11 12
1 AGE -- .18 .07 .07 -.09 -.10 -.34"'* .13 .27* .03 .29* -.16
2 INFO FORMAT -- .07 -.01 .14 .41*** -.04 -.32** .14 -.23 -.09 .45***
3 SURGERY DONE -- .45*** .41*** .07 -.16 -.12 .13 .15 .04
4 PRE-EXAM ANXIETY -- .68*** .28* .15 .21 .36** .44* .09 -.05
5 POST-EXAM ANXIETY -- .09 .06 .05 .30* .21 -.02 .13
6 MILLER SCORES -- .36** -.06 .21 -.41* -.01 .39**
LV
~ 7 KRANTZ SCORES -- -.02 -.01 .27 -.02 .05
8 PRIOR SURGERIES -- .20 -.08 .37** -.05
9 TOTAL MEDICATIONS -- -.04 .14 -.02
I
10 LENGTH OF STAY
-- -.17 -.48*
11 HEALTH LOCUS OF CONTROL -- -.15
12 INFORMATION RETENTION
* P < .05 ** P < .01 *** P < .001
FIGURE 1
Quasi-experimental Nonequivalent control Group Design
GROUP 1
GROUP 2
x
------------
x =video presentation
38
REFERENCES
Andre.M. (1970) Recovery from surgery, with and without
preparatory instruction, for three coping styles. Journal
of personality and Social Psycholoy. 15 (3):223-226.
Beisecker, A.E. and Beisecker, T.D. (1990) Patient infor-
mation seeking behaviors when communicating with doctors.
Medical Care. 28:19-28.
Booth, A. and Babchuk, N. (1972) Seeking health care from
new resources. Journal of Health and Social Behavior.
13:90-99.
Davis, F. (1963) Passage Through Crisis.
Indianapolis: Bobbs-Merrill.
Efran, J.; Chorfney, R.L.; Ascher, L.M.; and Lukens, M.D.
(1981, April). The performance of monitors and blunters
during painful stimulation. Paper presented at the
meeting of the Eastern P~ychological Association, New
York.
Egbert, L.D.; Battit, G.E.; Welsh, C.E.; and Bartlett, M.K.
(1964). Reduction of postoperative pain by encouragement
and instruction of patients. A study of doctor-patient
rapport. New England Journal of Medicine. 270:825-827.
Faden, R.R.; Becker, C.; Lewis, C.; Freeman, J.; and
Bartlett, M.K. (1981) Disclosure of information to
patients in medical care. Medical Care 19:718-733.
Gagliano, M.E. (1988) A literature review on the efficacy of
video in patient education. Journal of Medical Education.
63:785-792.
Gard, D. and Edwards, P.W. (1986, March) Pretreatment
sensitization and chemotherapy related nausea and
vomiting. Paper presented at the meeting of the Society
of Behavioral Medicine, San Francisco.
Hibbard, J.A. and Pope, C.R. (1983) Gender roles, illness
orientation and use of medical services. Social science
and Medicine. 17:129-137.
Hughes, R. and Durio, H.F. (1983) Patterns of child care
information seeking by families. Family Relations.
32:203-212.
Janis, I.L. (1958) Psychological stress.
New York: Wiley.
39
Janis, r.L. (1971) stress and Frustration.
New York: Harcourt, Brace, and Jovanovich.
Johnson, J.E. and Levanthal, H. (1974) Effects of accurate
expectations and behavioral instructions on reactions
during a noxious medical examination. Journal of
Personality and Social Psychology. 29:710-718.
Krantz, D.S.; Baum, A.;-al}d Wideman, M. (1980) Assessment of
preferences for self-treatment and information in health
care. Journal of Personality and Social Psychology.
39(5): 977-990.
Lamping, D.L.; Molinare, V.; and Stevenson, G.W. (1985,
March). The effects of perceived control and coping style
on cognitive appraisals during stressful medical
procedures:A randomized, controlled trial. Presented at
the meeting of the Eastern Psychological Association,
Boston.
Lowery, B.J. and Ducette, J.P. (1976) Disease related
learning and disease control in diabetes as a function of
locus of control. Nursing Research. 25(5) :358-362.
Meichenbaum, D. (1977)
integrative approach.
cognitive-behavior modification:An
New York: Plenum.
Midgley, D. (1983) Patterns of interpersonal information
seeking for the purchase of a sYmbolic product. Journal
of Marketing Research. 20:74-83.
Miller, S.M. (1977a) Controllability and human
stress: Method, evidence and theory. Behavior Research
and Therapy. 17:287-304.
Miller, S.M. (1977b) Coping with impending stress:Psycho-
physiological and cognitive correlates of choice.
Psychophysiology. 16:572-581.
Miller, S.M. (1987) Monitoring and blunting:Validation of a
questionnaire to assess styles of information seeking
under threat. Journal of Personality and Social
Psychology. 52:345-353.
Miller, S.M.; Brody, D.S.; and Summerton, J. (1988) Styles
of coping with threat:lmplications for health. Journal of
Personality and Social Psychology. 54(1):142-148.
Miller, S.M. and Mangen, C.E. (1983). ~nteracting effects
of information and coping style in adapting to gynecologic
stress:Should the doctor tell all? Journal of Personality
and Social Psychology. 45:223-236.
40
Moldofsky, H., Broder, I., Davies, G., and Leznoff, A.
(1979) Videotape educational program for people with
asthma. Canadian Medical Association Journal. 120:669-
672.
Mumford, E.; Schlesinger, H. and Glass, G. (1982). The
effects of psychological intervention on recovery from
surgery and heart attacks:An analysis of the literature.
American Journal of Public Health. 72:141-151.
Petersdorf, R.G.; Adams, R.D.; Braunwald, E.; Isselbacher,
K.J.; Martin, J.B.; and Wilson, J.D. (eds.) (1983)
Harrison's Principals of Internal Medicine. New
York:McGraw-Hill.
Phipps, S. and Zinn, A.B. (1986). Psychological response to
amniocentesis: II. Effects of coping style. American
Journal of Medical Genetics. 25:143-148.
Roth, J.A. (1963). Timetables. Indianapolis: Bobbs-Merrill.
Schaninger, C.M. and Sciglimpaglia, D. (1981).
influence of cognitive personality traits and
on consumer information acquisition. Journal
Research. 8:208-216.
The
demographics
of Consumer
Schmitt, F.E. and Wooldridge, P.J. (1973). Psychological
preparation of surgical patients. Nursing Research. 22:108-
115.
Shaw, R.E.; Cohen, F.: Fishman-Rosen, J.; Murphy, M.C.;
Stertzer, S.H.; Clark, D.A.; and Myler, R.K. (1986).
Psychologic predicators of psychosocial and medical
outcomes in patients undergoing coronary angioplasty.
Psychosomatic Medicine. 48:582-587.
Spielberger, C.D.; Gorsuch, R.L.; and Lushene, R.E. (1970).
Manual for the State-Trait Anxiety Inventory. Palo Alto,
California:Consulting Psychologists' Press.
steptoe, A. and O'Sullivan, J. (1986). Monitoring and
blunting coping styles in women prior to surgery. British
Journal of Clinical Psychology. 25:143-144.
Uzark, K., Rosenthal, A., Behrendt, D., and Beckett, M.
(1982). Use of videotape to promote parenting of infants
with serious congenital heart defects. Patient Education
and Counseling. 7:111-119.
41
The micropolitics of medicine: A
International Journal of Health
Vernon, D.T.A. and Bigelow, D.A. (1974). Effect of
information about a potentially stressful situation on
response to stress impact. Journal of Personality and
Social Psychology. 29:50-59.
Waitzkin, H. (1984a). Doctor-patfient communication:
Clinical implications of social scientific research.
Journal of the American Medical Association. 252:2441-
2446.
Waitzken, H. (1984b).
contextual analysis:
Services. 14:339-378.
Wallston, K.A.; Wallston, B.S.; and DeVellis, R. (1978).
Development of the Multidimensional Health Locus of
Control (MHLC) scales. Health Education Monographs.
6:160-170.
Watkins, L.O.; Weaver, L.; and Odegaard, V. (1986).
Preparation for cardiac catheterization:Tailoring the
content of instruction to coping style. Heart and Lung.
15:382-389.
42
APPENDIX
43
PACKET A
44
BACKGROUND INFORMATION
1. Which doctor are you seeing today?
-----------
2. Why are you seeing the doctor today?
3. How would you currently describe your overall physical
health? (Check one only.)
Excellent
Good
Fair
Poor
Very Poor
4. Often, patients may be given information about their
medical problem. If you were to be given information
about your medical problem how would you most prefer to
be given the information? (Check one only.)
In a pamphlet.
In a video.
In a talk with the physician.
---
In a talk with the nurse.
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SELF-EVALUATION QUESTIONNAIRE
Directions: A number of statements. which people have used
to describe themselves are given below. Reach each
statement and then blacken in the appropriate circle to the
right of the statement to indicate how you feel right now,
that is, at this moment. There are no right or wrong
answers. Do not spend too much time on anyone statement
but give the answer which seems to describe your present
feelings best.
Not at Somewhat Moderately Very
All So Much So
l. I feel calm 1 2 3 4
2. I feel secure 1 2 3 4
3. I am tense 1 2 3 4
4. I feel strained 1 2 3 4
5. i feel at ease 1 2 3 4
6. I feel upset 1 2 3 4
7. I am presently worrying
over possible misfortunes 1 2 3 4
8. I feel satisfied 1 2 3 4
9. I feel frightened 1 2 3 4
10. I feel comfortable 1 2 3 4
1l. I feel self-confident 1 2 3 4
12. I feel nervous 1 2 3 4
13. I am jittery 1 2 3 4
14. I feel indecisive 1 2 3 4
15. I am relaxed 1 2 3 4
16. I feel content 1 2 3 4
17. I am worried 1 2 3 4
18. I feel confused 1 2 3 4
19. I feel steady 1 2 3 4
20. I feel pleasant 1 2 3 4
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Multidimensional Health Locus of control Scale
Strongly Strongly
Disagree Agree
l. If I get sick, it is my 1 2 3 4 5 6
own behavior which
determines how soon I
get well again.
2. No matter what I do, If 1 2 3 4 5 6
I am going to get sick,
I will get sick.
3. Having regular contact 1 2 3 4 5 6
with my physician is the
best way for me to avoid
illness.
4. Most things that affect 1 2 3 4 5 6
my health happen to me
by accident.
5. Whenever I don't feel 1 2 3 4 5 6
well, I should consult
a medically trained
professional.
6. I am in control of my 1 2 3 4 5 6
health.
7. My family has a lot to 1 2 3 4 5 6
do with my becoming sick
or staying healthy.
8. When I get sick, I am 1 2 3 4 5 6
to blame.
9. Luck plays a big part 1 2 3 4 5 6
in determining how soon
I will recover from an
illness.
10. Health professionals 1 2 3 4 5 6
control my health.
1l. My good health is largely 1 2 3 4 5 6
a matter of good fortune.
12. The main thing which 1 2 3 4 5 6
affects my health is
what I myself do.
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Strongly Strongly
Disagree Agree
13. If I take care of myself 1 2 3 4 5 6
I can avoid illness.
14. When I recover from an 1 2 3 4 5 6
illness, it's usually
because other people (for
example, doctors, nurses,
family, friends) have been
taking good care of me.
15. No matter what I do, 1 2 3 4 5 6
I'm likely to get sick.
16. If it's meant to be, I 1 2 3 4 5 6
will stay healthy.
17. If I take the right 1 2 3 4 5 6
actions, I can stay
healthy.
18. Regarding my health, I 1 2 3 4 5 6
I can only do what
my doctor tells me to
do.
"
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KRANTZ HEALTH OPINION SURVEY
Below are statements concerning the way that people
feel about their medical care. After reading each
statement, please circle either Agree (if you agree with the
statement), or Disagree (if you disagree with the
statement) •
1. I usually don't ask the doctor or nurse
many questions about what they're doing
during a medical exam. Agree Disagree
2. I'd rather have doctors and nurses make
the decisions about what's best than for
them to give me a whole lot of choices. Agree Disagree
. 3. Instead of waiting for them to tell me,
I usually ask the doctor or nurse
immediately after an exam about my
health. Agree Disagree
4. I usually ask the doctor or nurse
lots of questions about the procedures
during a medical exam. Agree Disagree
5. It is better to trust the doctor or
nurse in charge of a medical procedure
than to question what they are doing. Agree Disagree
6. I usually wait for the doctor or nurse
to tell me the results of a medical
exam rather than asking them
immediately. Agree Disagree
7. I'd rather be given many choices about
what's best for my health than to have
the doctor make the decisions for me. Agree Disagree
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MILLER BEHAVIORAL STYLE SCALE
1. Vividly imagine that you are afraid of the dentist and
have to get some dental work done. Which of the follow-
ing would you do? Check all of the statements that
might apply to you.
I would ask the dentist exactly what he was going
to do.
I would take a tranquilizer or have a drink before
going.
I would try to think about pleasant memories.
I would want the dentist to tell me when I would
feel pain.
I would try to sleep.
I would watch all the dentist's movements and
listen for the sound of his drill.
I would watch the flow of water from my mouth to
see if it contained blood.
I would do mental puzzles in my mind.
2. Vividly imagine that you are being held hostage by a
group of armed terrorists in a pUblic building. Which
of the following would you do? Check all of the state-
ments that might apply to you.
I would sit by myself and have as many daydreams
and fantasies as I could.'
I would stay alert and try to keep myself from
falling asleep.
I would exchange life stories with the other
hostages.
If there was a radio present, I would stay near it
and listen to the bulletins about what police were
doing.
I would watch every movement of my captors and keep
an eye on their weapons.
I would try to sleep as much as possible.
I would think about how nice it's going to be when
I get home.
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3. Vividly imagine that, due to a large drop in sales,
it is rumored that several people in your department
at work will be laid off. Your supervisor has turned in
an evaluation of your work for the past year. The de-
cision about lay-offs has been made and will be
announced in several days. Check all of the statements
that might apply to you.
I would talk to my fellow workers to see if they
---- knew anything about what the supervisor's
evaluation of me said.
I would review the list of duties for my present
job and try to figure out if I had fulfilled them.
I would go to the movies to take my mind off things
I would try to remember any arguments or disagree-
ments I might have had with the supervisor that
would have lowered his opinion of me.
I would push all thoughts of being laid off out of
---- my mind.
I would tell my spouse that I'd rather not discuss
my chances of being laid off.
I would try to think which employees in my depart-
---- ment the supervisor might have thought had done the
worst job.
I would continue doing my work as if nothing
special was happening.
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4. Vividly imagine that you are on an airplane, thirty
minutes from your destination, when the plane un-
expectedly goes into a deep dive and then suddenly
levels off. After a short time, the pilot announces
that nothing is wrong, although the rest of the ride
may be rough. You, however, are not convinced that all
is well. Check all of the statements that might apply
to you.
I would carefully read the information provided
about safety features in the plane and make sure I
knew where the emergency exits were.
I would make small talk with the passenger beside
me.
I would watch the end of the movie, even if I had
seen it before.
I would call for the stewardess and ask her exactly
what the problem was.
I would order a drink or tranquilizer from the
stewardess.
I would listen carefully to the engines for unusual
noises and would watch the crew to see if their be-
havior was out of the ordinary.
I would talk to the passenger beside me about what
might be wrong.
I would settle down and read a book or magazine or
write a letter.
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PACKET B
53
SELF-EVALUATION QUESTIONNAIRE
Directions: A number of statements which people have used
to describe themselves are given below. Reach each
statement and then blacken in the appropriate circle to the
right of the statement to indicate how you feel right now,
that is, at this moment. There are no right or wrong
answers. Do not spend too much time on anyone statement
but give the answer which seems to describe your present
feelings best.
Not at Somewhat Moderately Very
All So Much So
l. I feel calm 1 2 3 4
2. I feel secure 1 2 3 4
3. I am tense 1 2 3 4
4. I feel strained 1 2 3 4
5. i feel at ease 1 2 3 4
6. I feel upset 1 2 3 4
7. I am presently worrying
over possible misfortunes 1 2 3 4
8. I feel satisfied 1 2 3 4
9. I feel frightened 1 2 3 4
10. I feel comfortable 1 2 3 4
1l. I feel self-confl.dent 1 2 3 4
12. I feel nervous 1 2 3 4
13. I am jittery 1 2 3 4
14. I feel indecisive 1 2 3 4
15. I am relaxed 1 2 3 4
16. I feel content 1 2 3 4
17. I am worried 1 2 3 4
18. I feel confused 1 2 3 4
19. I feel steady 1 2 3 4
20. I feel pleasant 1 2 3 4
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CAROTID
For each item below, please circle the letter which
best answers the question.
NOTE: Circle only one letter for each question.
1. Which of the following can be a sign of
cerebrovascular disease (blockages in those
arteries that carry blood to the brain)?
A. Dizziness.
B. Temporary blindness.
C. Temporary weakness.
D. All of the above.
2. "Hardening of the arteries" (atherosclerosis) is:
A. A condition that usually affects people who are 45
years old or younger.
B. A build-up of plaque which can block blood flow in
the arteries.
C. A condition which happens after a heart attack.
D. None of the above.
3. A person's chances of having blocked arteries are
greater if:
A. The person has diabetes.
B. The person smokes.
C. The person has high blood pressure.
D. All of the above.
4. What can be done to help a person who has blocked
arteries?
A. The person can eat healthy foods that are low in fat
and cholesterol.
B. The person can stop smoking.
C. The person can have an operation that will clean out
the blocked artery.
D. All of the above.
5. A possible risk or complication after surgery for
blocked arteries is:
A. Infection.
B. Heart attack.
C. Both A & B.
D. None of the above.
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VIDEO RATINGS
We would like to know your feelings about the video
that you have just seen. Please answer the questions below:
1. Overall, how helpful was the video? (Check one.)
Very helpful
Somewhat helpful
A little helpful
Not helpful
2. Would you recommend this video to other patients who
have health problems that are similar to yours?
Yes, definitely
Perhaps
No
3. What do you think would make this video better or more
helpful?
We thank you for taking time to answer our questions.
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